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THE RELAPSE RATE IN 
NARCOTIC ADDICTION: 


A CRITIQUE OF 
FOLLOW-UP STUDIES 


Narcoric ADDICTION is a controversial field. Conflicting views are 
current with regard to the extent of the problem, its etiology, 
treatment, the desirability of stricter or more lenient laws, whether 
addiction should be regarded as a crime or disease, and almost 
any other aspect of the problem one might isolate. There is, how- 
ever, almost universal agreement, even among persons who 
strongly disagree on everything else, that the relapse rate among 
addicts is high—though “high” is rarely defined in numerical terms 
and may have different meanings for different people.19.11,13,15,16 

Originally, the conviction that relapse rates are high seems to 
have been based on studies of addicts in hospitals and prisons, 
of those arrested, or, in a few cases, of addicts introduced to the 
investigator by other addicts. When histories are taken in such 
situations, they will usually contain references to previous periods 
of or at least of withd 1, and of subseq relapse. 
The only histories which will not show relapse will be those of 
patients who have used the drug steadily from the first time they 
were addicted, who, in short, have had no opportunity to relapse. 


The conviction is also based on the experience of those who have 
had contact with addicts over some period of time, either as 
therapists or law enforcement officers, They find themselves treat- 
ing again, or arresting again, many of the addicts they had treated 
or arrested years before. 

Psychologically, repeated experiences of these kinds explain why 
so many feel that relapse is almost inevitable in any case of ad- 
diction. But logically, of course, such experiences do not justify 
that lusion. The ci in which spective studies 
are done make it certain that they will find only histories of re- 
lapse. If it be accepted, as a logical possibility, that there are 
some addicts who do give up their drug use and never relapse, 
then obviously such addicts do not get into these studies, and 
they have no chance to be counted. Similarly, the fact of relapse 
is brought home to law enf and P l by 
those addicts whom they see again and again, and they find it 
easy to forget those whom they do not see again. 

Not all succumb to the logical fallacy. Even 35 years ago, Kolb 7 
called attention to the fact that many addicts sincerely try to ab- 
stain and implied that many must succeed. For years the late Dr. 
Kenneth Chapman called attention to the fact that current arrests 
and admissions of addicts in the older-age ranges fall far short 
of the figure we would expect if all the known youthful addicts 
of 20 or 30 years ago had continued to use drugs. 

To this writer’s knowledge, however, the literature contains 
only one statement that any sizeable, or specific, percentage of 
addicts can be expected to remain abstinent indefinitely or for 
a lengthy period of time. The one exception comes from Winick’s 
use of Bureau of Narcotics files to check Chapman’s suggestion, 
resulting in his conclusion “that addiction may be a self-limiting 
process for perhaps two-thirds of addicts.” 19 

This suggestion is still highly tentative, however, as Winick is 
careful to point out, because of inherent limitations in the data 
currently available to the Bureau. The questions about relapse 
can only be answered by careful follow-up studies, studies which 
select a sample of persons who were addicted and withdrawn at 
some point in time and then, after some lapse of time, determine 


their subsequent history of drug use or abstinence. This paper 
will consider the 11 follow-up studies of American narcotic ad- 
dicts, which are, as far as can be determined, all the studies-which 
have been reported. Its purposes will be to summarize what has 
been learned from these studies, with some attention to the lim- 
itations of the studies and the generalizations which may be in- 
ferred from them, and to suggest improvements in the design of 
future follow-up studies. 

One prefatory note is in order. There is much that can be criti- 
cized in almost all these studies, but nothing to be said here is 
intended to detract from the investigators. These are pioneering 
studies, and one should not expect of them all the rigor and tech- 
nical sophistication to be expected in an established field of 
investigation. Most of the investigators were not primarily 

d to h, but to or prog dministration. 
Most of the studies were conducted as part-time projects by per- 
sons whose primary responsibilities lay elsewhere. They deserve 
credit for the research they did accomplish and little or no blame 
for the flaws which were probably inevitable. Further, it will be 
the better, more adequate studies which are most criticized, be- 
cause only such studies furnish the critic with the ammunition 
needed to attack them. 


FINDINGS OF THE STUDIES 

The studies are summarized in Table 14-1. It should be noted 
that although most of the studies used “relapsed” and “abstinent,” 
or equivalent terms, as the major classifications for their findings, 
some used other classifications. In the column of findings, their 

lassifications have been lated, when possible, into “relapsed” 
and “abstinent.” This operation may have introduced some error 
into the table. The notes in the bibliography describe how these 
translations were made. 

Perhaps the outstanding point to be noted is the wide range of 
rates reported, from a high of 90 per cent relapsed found in one 
study, to a high of 92 per cent abstinent reported in another. So 
great a difference points to the possibility of errors, biases, and 
major differences in definitions of terms. Such explanations must 


Table 14-1 FINDINGS OF FOLLOW-UP STUDIES 


Findings (Percentage) 


Source of Follow-up Irregular 
sample period Relapsed use Dead | Unknown | Abstinent 
Committed patients, | 2 years 85.1 sa: 335 a 149 
Spadra 
Lexington 6-72 months 39.9 oon 7.0 39.6 13.5 
Voluntary ptite, 1-21 years 33.3 ta 17.6 27.5 21.6 
“New York Hospital 
Lexington-New York | Not given 79.5 
probation 
Riverside 1 year 53.3 26.7 6.7 13.3 
California physicians | 5 years 8.0 vi) 92.0 
Riverside 2%-3 years | 90 Relapsed, had police trouble, 
or both. 
4 No relapse, no police trouble. 
6 Insufficient information to 
classify. 
Diskind** . 344 | New York parolees 2-36 months 55.0 | see |e ... | 45.0 
Hunt‘. 1,912 | Lexington 1-4% years | 90.1 3.3 66 
Lieberman ° 389 | Civil commitments | 1-3% years | 18 Readmitted to a state hospital. 
to state hospitals 30 Arrested or convicted. 
Duvall?....... 453 | Lexington 5 years 46.0 Vol. 
25 
Invol., 


not, however, be assumed. It could be that each study is accurate 
and that the differences in their findings indicate that relapse rates 
vary widely, in association with factors to be inferred from char- 
acteristics of the samples studied. 

One finding is well established by these studies; that is, when 
relapse occurs, it tends to occur quickly. Hunt reports that 90 per 
cent of the relapses which will occur take place within 6 months, 
and almost all of the rest within 2 years. The other studies which 
touch on this point confirm the finding, and none reports any 
evidence to the contrary. 

The relapse rate of addicts, and the time within which relapse 
occurs, are of obvious importance in a practical sense, but the 
questions they answer are trivial, from the viewpoint of scientific 
theory. The questions which have theoretical importance—and 
equal practical importance—relate to the factors which distinguish 
the relapsed from the abstinent, and those who relapse quickly 
from those who abstain for fairly long periods. Such distinguish- 
ing factors, unfortunately, become difficult to identify when al- 
most all of the subjects fall in one classification, and almost none 
in the other. Only a few of these studies even try to identify these 
distinguishing factors. 

A few, however, are identified, and others can be inferred from 
the individual studies or from a comparison of the studies. The 
variables considered here are to be considered not as established 
predictors of relapse or abstinence, but as possible predictors, 
suggested by the 11 studies under consideration, which would be 
worth investigation in future studies. 

1, Sex. Only half of the studies included women in the sample, 
and of these only Hunt and Duvall included enough for com- 
parison to be meaningful. No difference in relapse rates by sex is 
reported by either, but certain differences by other variables held 
only for men. 

2. Age. Hunt reports that, for men, those who were 30 years or 
older had lower readdiction rates than those under 30. This find- 
ing was again reported by Duvall. Diskind also reports tentative 
evidence that subjects over 25 abstained more frequently than 
the younger group. It may be noted that the two studies based 


on Riverside patients, whose median age was about 18, report 
higher relapse rates than most of the other studies, which used 
older samples. Age may play some part, therefore, in explaining 
the differences in relapse rates. 

3. Voluntary Status. Hunt found that, among patients 30 years 
or older, nonvoluntary patients had lower relapse rates than vol- 
untary patients. Pescor’s findings suggest that it may be post- 
hospital supervision, rather than nonvoluntary status, which affects 
relapse rates. He also reported lower relapse rates for parolees as 
compared with probationers. It will be noted, on the other hand, 
that Knight’s subjects were voluntary, and Lieberman’s and 
Jones's, while under some legal compulsion, were not convicted of 
crime, and all three studies report low relapse rates. 

4. Race. Hunt reports that, among nonvoluntary patients under 
30 years of age, whites had a lower relapse rate than Negroes. 
Gerard also found whites doing better than Negroes, with Puerto 
Ricans doing still better. 

5. Length of Hospitalization. Hunt reports that, among volun- 
tary patients under 30 years of age, those hospitalized 31 days 
or more had a lower relapse rate than patients hospitalized 30 
days or less. Knight reports an average duration of hospitalization 
of 5.4 months for his abstinent patients, against 3.3 months for all 
patients in the sample. On the basis of his findings, Pescor recom- 
mended a comparatively short period of hospitalization, from 2 
to 5 months, 

6. Social Class. The lowest relapse rates are reported by Jones, 
for a group of physicians, and by Knight, for an upper-middle- 
class group which included many professionals. 

Other variables of interest are noted in only one study each. 
Trussell reports that the number of posthospital arrests, and the 
number of new admissions to Riverside, varied: 

1. Directly with recorded prehospitalization offenses 

2. Directly with length of drug use prior to first Riverside 
admission 

3. Inversely with the age at which marihuana or heroin was 
first used 

Knight implies, but does not clearly document, a lower rate 


of relapse for patients whose personality study revealed a pre- 
dominance of psychoneurotic traits. Gerard reports a better post- 
hospital adjustment for patients who accepted a relationship with 
a therapist, and a worse one for those who, without accepting such 
a relationship, conformed to hospital regulations and expectations. 
Further, of those patients who predict, at the time of leaving the 
hospital, that they will remain drug-free, those whose reasons 
show ego develop have a better posthosp j than 
those whose reasons indicate repression, omnipotence, or denial. 

One final hypothesis can be suggested on the basis of the 11 
studies as a group. Six of them—Kuznesof, Hunt, Duvall, Trussell, 
Gerard, and Diskind—were done in New York City. These report 
six of the seven highest relapse rates or failure rates. This could 
mean that relapse is more probable in New York than elsewhere. 
In an unpublished pilot study done by this author a few years 
ago, it was found that the failure rate was higher, to a statistically 
significant degree, for parolees and probationer addicts in New 
York City than in the rest of the country. We know that relapse 
is triggered quite frequently by contacts with old addict friends, 
and we might speculate that such are more probable, the 
larger the number of addicts in the community to which the sub- 
ject returns. 


DEFINITION OF RELAPSE AND ABSTINENCE 

It is apparent from a close reading of these 11 reports that 
there is some variation in their definitions of relapse and ab- 
stinence, but few formal definitions are given. Hunt and Duvall 
use the classification of ddi gular use, and absti 
and define them as follows: readdicted ‘means that the patient is 
using, or has used, narcotic drugs to the extent of at least one 
injection per day, for a period of 2 weeks; in irregular use, the 
patient used drugs to some lesser extent; abstinent means that he 
is not taking, and has not taken, any narcotics. Diskind clearly 
implies that a single use of drugs, preceded and followed by long 
periods of li was sufficient to classify a parolee 
as “reverted to the use of parage In those studies which relied, 


in part, on infi ion ined by questi ire, it is obvious 


that the effective definitions of the terms used must have been 
those of the respondents, allowing for the possibility that defini- 
tions and therefore classifications varied within several of the 
studies, as well as between them. 

One point, however, is clear from those studies which define 
their terms. “Abstinence” refers to the entire period of time from 
the beginning to the end of the follow-up period, while “relapse” 
refers to a point in time, or a very brief span of time, within the 
total follow-up period. This is most clearly exemplified in the 
Hunt report. There, to be classified as abstinent, the subject had 
to remain drug-free for a period of 1 to 4% years, depending on 
when he entered the follow-up. The readdicted group, however, 
¢an contain (1) some who used drugs for the entire period of 
time; (2) some who remained drug-free for over 4 years and then 
relapsed for 2 weeks just before the end of the follow-up; and (3) 
some who used drugs for 2 weeks soon after release from the 
hospital and then were abstinent for years through the remainder 
of the follow-up period. These three patterns are chosen to exem- 
plify the extreme possibilities; the number of different patterns 
which could be identified is much larger. 

It is fruitless to argue definitions. An investigator has the right 
to use any classification he considers useful, though he should, 
as does Hunt, make it clear to his audience what his definitions 
are. It is legitimate, however, to ask if the classification chosen is 
as useful as others would be. The classifications used in most of 
these studies are questionable in that they conceal as much or 
more information than they reveal; they group together, and 
thereby make seem identical, great differences in behavior. 

The point can best be made by an improbable, but legitimate, 
speculation based on the Hunt report. Most people would feel that 
its finding of 90 per cent readdicted is discouraging. There were 
almost 2,000 subjects in the study, and the average length of time 
between their discharge from the hospital to the end of the 
follow-up period was certainly over 2 years. We have, then, 
roughly 4,000 man-years to be accounted for in periods of ab- 
stinence and drug use. The 90 per cent readdiction rate could 
mean, then, that about 3,600 man-years were spent using drugs, 


an equally discouraging finding, if it were to be made. But tak- 
ing the 2-week criterion for readdiction as about 2 per cent of 
the total follow-up period, the 90 per cent readdiction rate could 
also mean that as few as 72 man-years were spent using drugs, 
that over 3,900 of the 4,000 man-years were drug-free. Such a 
finding would be less discouraging. 

The point, of course, is not to suggest that the true figure lies 
close to the latter extreme, nor that Hunt could have reported 
his findings in these terms. It is simply that this is a legitimate 
and useful question to ask of follow-up data, and future studies 
should make the attempt to answer it. 

Addiction to opiates can be seen as a long and complex process, 
frequently involving al ing periods of use and of abstinence. 
The abstinence, in turn, can be broken into periods of enforced 
abstinence in institutions and periods of abstinence in the com- 
munity, perhaps voluntary on the part of the subject and perhaps 
forced on him by circumstances, It is measures of these periods, 
in terms of drug-free months, or the ratio of this number to the 
months during which the subject could have been using drugs, 
which would be the meaningful variable in future follow-up 
studies. 

This principle was first recognized by Gerard, who scaled drug 
use on a continuum so that, for example, use of marihuana alone 
or occasional use of heroin could be classed as improvement over 
previous addiction, and heavier use could be classed as deteriora- 
tion. The later Trussell study is the first, however, to measure 
time on and off drugs, time on the street, and time in institutions. 
It then becomes evident that, even among those who relapsed, 
there are some who could be classed as much more successful 
than others. 

Such differences tell us something at least as important as the 
fact that these subjects did relapse. In addition, they open up pos- 
sibilities for research which are lost by the simple relapse-absti- 
nence classification. Against them other differences, perhaps 
differences in treatment methods, can be measured, or predictions 
and theories can be tested. 

Duvall carries the concept much further, by maintaining con- 


tact with the subjects for a full 5-year period and reporting ad- 
diction status at three points in time, at 6 months, 2 years, and 
5 years after discharge from the hospital. This approach succeeds 
immediately in establishing a fact which the other studies were 
unable, or failed, to look at. Duvall reports that only 12 of the 453 
subjects were voluntarily abstinent for the full 5 years. The group 
which was voluntarily abstinent from narcotics at these three 
points in time increased from 9 per cent at 6 months to 17 per 
cent at 2 years, and 25 per cent at 5 years. At the end of the 5 
years the percentage abstinent, either voluntarily or involuntarily, 
was actually slightly higher than the percentage readdicted. 

One other point remains to be made on the classifications used 
in follow-up studies of addicts. It would be well to avoid complex 
classifications, in which relapse is grouped together with other 
criteria, like arrest or conviction, as “failure.” It cannot be re- 
garded as wrong to do this, and indeed studies like those of 
Kuznesof and Diskind are almost forced, to be comparable with 
other probation and parole statistics, to use such a complex clas- 
sification. But it is possible, as Diskind does, to report the types 
of failure separately so that we can isolate relapse for study. 

The Trussell report, on the other hand, devotes about 80 per 
cent of its discussion of findings to the 139 subjects who were 
located and found to have relapsed. Twenty per cent is devoted 
to the entire group of 247 subjects, for whom it is reported that 
90 per cent had continued difficulties with narcotics or the police 
or both. The net effect of reading the report is, again, discour- 
aging. Yet it remains true that as far as the report tells us, only 
139 subjects are known to have relapsed, and the relapse rate 
for the entire group of 247 may be 56 per cent. And 56 per cent 
relapse rate would be regarded as encouraging by many. 

This question of arrest as an indicator of failure has other as- 
pects. There is the fact, for example, that in the disposal of the 
arrests reported by Trussell, 14 per cent were dismissed. Legally, 
this means that the persons arrested were innocent of the charge, 
or at least not proved guilty of it. We could be in the position, 
therefore, of classifying a subject as a failure simply because he 
had been arrested for something he did not do. 


Another aspect is the purpose for which subjects are classified. 
Suppose, for example, the goal is to measure the effectiveness of 
treatment of addiction. Two patients are treated, both abstain 
from drug use, one returns to his previous occupation as a physi- 
cian, and the second to his previous occupation as a shoplifter. 
The first is clearly a success; it is not equally clear that the second 
is a failure. But there is no need to tackle the philosophical ques- 
tions involved. If the facts are reported, both the shoplifting and 
the abstinence, the investigator and the reader of his report can 
use the behaviors separately or together as criteria. 


METHODS OF CLASSIFICATION 

Abstinence and relapse are not simply facts which can be ob- 
served and ri ded. They are dI based on 
evidence. Further, the relapse-abstinence ‘dichotomy or con- 
tinuum—it can be handled either way—has an interesting quality. 
It is relatively easy to get firm evidence of relapse in a large pro- 
portion of cases. The patient returns to the hospital for further 
treatment or is observed to show withdrawal symptoms, or is 

d with ics in his p ion and fresh needle marks 

on his arms, or admits to the investigator that he has been using 
narcotics regularly.?° 

Equally firm and adequate evidence of abstinence is theoret- 
ically possible, if the subject is hospitalized under close obser- 
vation in a drug-free environment and shows no withdrawal 
symptoms, or if he does not react positively to one of the an- 
tagonist drugs like Nalline, or if his urine tests negative for opi- 
ates. But none of the studies cited obtained such evidence of 
abstinence. A classification of abstinence in these studies, then, 
can mean only that the investigator has sought for evidence of 
relapse, is reasonably satisfied that he would have found this evi- 
dence if it existed, and has failed to find it. Proving abstinence 
becomes proving a negative, and this is notoriously difficult. 

Further, most of these types of strong evidence of drug use 
or abstinence establish the classification for only a brief period of 
time. If the urine test is negative, it remains possible that the 
subject was using drugs up to a few weeks, or even a few days, 


before the date of the test. If withdrawal symptoms are observed, 
it may be that the drug use began only a few months, or less, 
before the date of the observation. It is much more difficult, there- 
fore, to establish the pattern of use and abstinence over a long 
period of time. This may account, in large part, for the tendency 
in these studies to accept relapse at one point in time as the final 
basis for classification. If the subject has been out of the hospital 
for 5 years, and claims abstinence for the past 4 yeats, but admits 
use for the first year after release, the investigator can comfort- 
ably count him as relapsed and have no worries about what kinds 
of confirmation he would need to accept the claim of abstinence 
for 4 years. 

Although firm evidence of relapse may be available for a fairly 
large proportion of the sample, there will also be many cases in 
which it is not found, and the investigator will have to base his 
classification on more tenuous evidence. Such evidence is exem- 
plified in the signs of relapse noted by Diskind: “. . . the partaking 
of sweets and soda, blood stains on shirt sleeves and in the bath- 
room, drinking ice water to excess, powder or salve on arms, 
irregular employment pattern, and difficulty in waking the pa- 
rolee in the morning. . . .”* 

Those who have worked with addicts will agree that such 
signs do, or can, indicate relapse. They will also agree that the 
signs vary in value, with bloodstains on sleeves, for example, indi- 
cating somewhat more than drinking ice water or sleeping late in 
the morning. 

There is an obvious possibility of error in classifying a subject 
as relapsed on the basis of such evidence. The classification of 
abstinence or relapse, then, is not analogous to a reading from a 
calibrated scale by a white-coated scientist in a laboratory. It 
much more closely resembles the process by which a physician 
makes a diagnosis, taking into account a wide variety of symp- 
toms and signs, and giving to each the weight which his experi- 
ence suggests. It even more closely resembles the process by which 
a juryman votes “guilty” or “not guilty” on the basis of sometimes 
conflicting testimony, some of which he chooses to believe, and 
some to discount. 


In short, the classification of subj as relapsed or 
is subject to question. It is a problem of measurement, and the 
usual questions of the reliability and validity of the measurement 
may be raised. In terms of follow-up studies of addicts, the ques- 
tions we may ask include at least these: 

1. What kinds of evidence of use or abstinence did the inves- 
tigator obtain? 

2. When different degrees of evidence were available, in what 
proportion of cases were strong and weak evidence used for the 
classification? 

3. What procedural steps were taken to move from the evidence 
available to the classification as relapsed or abstinent? 

4. What steps were taken to measure the degree of reliability 
of the classification? 

5. How valid, how correct, is the classification? 

A major flaw in almost all of these studies is that they give the 
reader little or no information to answer these questions. This 
lack of information is disturbing because it may imply that the 
investigators were not aware of the legitimacy and importance 
of the questions and, therefore, did not take the necessary pre- 
cautions to insure against errors and bias. 

On the point of the data available to the investigators, there 
is a very wide range. At the one extreme, Diskind's parole of- 
ficers saw their subjects weekly for 9 months, and twice a month 
after that, plus interviewing family members regularly, and prob- 
ably employers and other infi In addition, they received 
notice automatically if the parolee was arrested. Kuznesof’s con- 
tacts were of the same type, though less intensive and frequent. 
At the other extreme, Jones gives no information on what data 
he had, and Lieberman got only reports of arrests and rehospitali- 
zations, and those only from one state, with no firm knowledge 
that his subjects had remained in that state. 

The remaining studies all obtained information from sources 
of varying value, but do not tell us in how many cases they had 
strong evidence and in how many it was more dubious. In Pescor’s 
study, for example, it would be helpful to know in how many 
cases his classification is based on readmission to the hospital, in 
how many on detailed reports from prot officers, and in how 


13 


many on questionnaires alone. In the study reported by Hunt, 
many of the subjects were interviewed and some of them regu- 
larly over a period of years. In other cases, however, there may 
have been no more than one or two telephone contacts with a 
relative or other source of information. The findings of the study 
will obviously carry more weight if most cases fall in the first, 
rather than the second, category. 

Hunt was aware of the importance of this point. The first of 
the three major questions he lists as the purposes of the study 
is “Can contact be achieved?” with the study subjects. But the 
only answer he gives is that “some degree of contact was achieved 
with 1,881, or 98.4 per cent.” 4 This is not a satisfactory answer. 
What we should be told is how much contact was achieved with 
how many patients. 

After the data are gathered, the possibility of error exists in the 
process of using them to classify the subjects. In this step, Lieber- 
man had no problem. His data consisted in reports of arrest or 
hospital admission, and no judg, was involved in classifi 
tion. Trussell gives no specific information on the classification 
procedure, but seems to have found both rehospitalization and 
admission of drug use for almost all subjects he classified as con- 
tinuing to use drugs, and on the others he used the fact of arrest 
as the basis for classification. Gerard alone describes how the judg- 
ment was reached, including the use of formally defined scales, 
with examples of where subjects should be placed, and training 
of raters. Diskind does not specifically discuss the problem in- 
volved in reaching a judgment, but does mention a program 
in which project personnel were trained to deal with the problem. 

These four studies, then, either had no classification problem or 
took steps to handle it, and the reader can probably assume that 
the reliability of their classifications is high, even though not 
fi Il d. The ining studies are more difficult to 
evaluate in this respect, because they give no information on the 
point. To the extent that they based classification on questionnaire 
responses, the reliability of the classification is probably high, but 
its validity more dubious. To the extent that other data were used, 
the validity may increase, but the reliability suffer. 

Among the seven other studies, only Hunt touches on the ques- 


tion of classification of data. Efforts were made to weight the vari- 
ous kinds of information obtained, to sa them 

+ + + in a series with consistently increasin ue validity. All of these 
attempts proved fruitless and were abandone + During the final 
years of the study, the chief of the follow-up team reviewed the records 
of all patients and was ible for dı ining the final classifi 
tion of each patient in the. study. If there were any doubts about the 
diagnosis of readdiction, the patient was classified as an irregular user 
or as abstinent.* 

Here, then, the problem was recognized, and it would have 
been prudent to have the classification made independently by 
one or more additional judges. Then their agreement could have 
been measured. Instead, the reader is asked to accept on faith 
what could have been based on measurement. Since the Duvall 
study made use of the procedures described by Hunt, the same 
criticism applies to it. 

A measure of validity implies a comparison with an independ- 
ent criterion. In these studies, no such criterion was available. A 
practical procedure, however, and one which might be followed 
in future studies, would be to break down the classifications by 
the weight of evidence on which they are based. The report could 
show, for example, how many classifications were based on strong, 
moderate, and weak evidence, and give examples for each group. 
The reader would then be in a position to evaluate the ERTA 
in terms of his agr or disag with the i 
judgment. 


SUGGESTIONS FOR FUTURE FOLLOW-UPS 

The major points made above may be summarized, and a few 
minor points added, in terms of suggestions for future follow-up 
studies. 

More attention should be paid to the problem of what evidence 
is sufficient to classify the subjects. A useful tool would be an ob- 
jective index of use at the time contact is made with the subject. 
The use of Nalline testing, in California and Illinois, and of urine 
testing for parolees, in Colorado and Wisconsin, will be extremely 
valuable. In these prog the subjects can be required to sub- 


j 
mit to the testing, and we may not be able to generalize from 


these studies to voluntary patients. In a study we are conducting 
in Kentucky, however, only 1 subject of the first 81 located re- 
fused to give a urine specimen, and the early experience with a 
similar study in Puerto Rico suggests that the refusal rate there 
will also be low. 

The validity of findings will also be greatly increased by re- 
peated contacts with subjects, as in the parole programs men- 
tioned above. This would pose practical problems, however, for 
studies which cover a longer follow-up period. The design of 
such studies is almost automatically limited to a one-contact a) 
proach. The problem of what evid to accept for classifying 
patients as abstinent over past periods of time is a serious one, 
and one which we are not sure we can solve in our Kentucky 
study, which covers a 25-year period for some subjects. The way 
these problems are handled, however, can be described in the 
report, so that readers can credit or discount the findings to the 
extent they consider justified. 

The relapse-absti dick should be replaced by an 
emphasis on identifying periods of use and abstinence and the 
circumstances associated with these. It will be useful to identify 
those addicts who gave up drug use for long periods of time, 
even though they may later have relapsed, and see if the factors 
which account for these periods can be isolated. Their adjustment 
in other areas while abstinent should also be studied. If an ad- 
dict gives up narcotic use, does he automatically become a good 
husband, father, and citizen, or does he perhaps shift to alcohol 
or barbiturates, or become a more efficient criminal when the pres- 
sures and dangers of drug use are avoided? 

A new point to be made is the importance of reducing the num- 
ber in the “unknown” category to the absolute minimum. In 
Pescor’s study, for example, 40 per cent are classed as “addiction 
status unknown.” But it was known that none of these had re- 
turned to the hospital, and it was known for those subjects who 
had been prisoners or probationers—73 per cent of his sample— 
that no notice of subsequent arrest was received from the FBI. 
The number of later arrests for this group, therefore, must have 
been low. 


So, for most of the unknowns in the study, for about fifteen 
hundred individuals, we actually know two facts which do not 
blish absti but are i with it. If a patient left 
the hospital determined to give up drug use, and broke away 
from his old ties to help him do this, where would he be classi- 
fied? He would not return to the hospital, he would not be ar- 
rested, and a questionnaire sent to his old address might well not 
reach him. He could fall only in the unknown category. It may, 
therefore, be that the very subjects who are hardest to locate and 
classify are those most likely to be abstinent. 

That this is more than a possibility can even be demonstrated 
from the Trussell report. Slightly under half of the subjects were 
easily located, because they were institutionalized again, and al- 
most all of these had relapsed. The few exceptions had probably 
not been addicted on their first hospitalization. About 90 per cent 
of the subjects were identified in an intensive search of records, 
and of these, almost all could be classed as having continued diffi- 
culty with narcotics or the police or both. Twenty-nine subjects, 
however, were not located by these means. They could have been 
written off as “unknown.” But by virtue of an extra effort, suffi- 
cient data for classification were obtained on 19 of these, and 11 
of the 19 were found not to have relapsed, though two of them 
had police difficulty without drug use. In short, the relapse rate in 
this hard-to-locate group was much lower than in the easily lo- 
cated subjects, and indeed almost all of the known abstinent 
cases in the study are accounted for by this group. 


CONCLUSIONS 


What, then, can we say we have learned from these follow-up 
studies? Most of them do seem to establish that high percentages 
of their samples relapsed to drug use, but this is true only for a 
highly restricted definition of relapse. If one believes that most 
addicts, after a period of treatment or enforced abstinence, re- 
lapse to drugs and continue to use drugs, or that addicts spend 
most of their time outside of institutions using drugs, this may be 
true, but not one of these studies establishes it as true, or even 
indicates that it is probable. They offer us no evidence on this, 


except for the Duvall study, which points in the opposite direc- 
tion, to less use of narcotics as more time elapses. 

On the face of it, these studies indicate a wide range in relapse 
rates. It would be possible to take those at one extreme, for ex- 
ample, those that report low relapse rates, and by legitimate 
criticism show that so many sources of error are possible that the 
low relapse rates need not be accepted. But the same criteria 
would bring the high relapse rates reported in other studies 
equally into question. It would seem safest to accept all of the 
studies at face value, as indicating variations which are not yet 
explained. Whatever the definition of relapse one prefers, and 
whatever the rates of relapse may be, these studies strongly indi- 
cate that there are differences in relapse for different subgroups 
of addicts. 

Many readers of these reports have uncritically accepted them 
as painting a discouraging picture, as indicating that past and 
present programs for addicts have been ineffective. This, it would 
seem, is a dangerous conclusion, not so much because it might 
discourage those who are now working with addicts, but because 
it might make experimental programs, using slightly different 
classifications as criteria, seem more effective than they actually 
are. The safest general conclusion is that far more knowledge of 
relapse, and the factors associated with it, is needed than we have 
obtained from the studies done to date. 
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